A major attack on the main risk factors of coronary heart disease is essential in order to control it.
Introduction
We need to consider whether we are winning or losing the war against premature death from coronary heart disease.
To this end, we must assess (1) the effectiveness of our weapons, both in the optimal conditions of clinical trials, and in real conditions in the field; (2) how both weapons and personnel are deployed by our medical and health strategists; (3) how the weapons are used tactically in the front line; and finally, (4) the general balance of forces and social context within which the war is being fought.
The weapons-blood pressure control by drugs Can control of high blood pressure reduce mortality or morbidity from coronary heart disease? Table 1 combines the results of randomized controlled trials of antihypertensive treatment (Hamilton, Thompson and Wisniewski, 1964; Veterans Administration, 1967 , 1970 McFate Smith, 1978; Mitchell Perry et al., 1978; Helgeland, 1980; Australian Blood Pressure Management Committee, 1980) . These trials show that community blood pressure control contributes almost nothing directly to reduction of myocardial infarction, although the effect on stroke (and on heart failure, renal failure, and eye damage) is dramatic, and is the real justification for mass programmes of ascertainment and treatment. Effective treatment of severe hypertension substitutes later death from coronary disease for early mutilation or death by stroke (Breckenridge, Dollery and Parry, 1970) . All these trials initially used thiazide diuretics but the use of beta-blockers (for example in the current MRC trial) may change this conclusion. (Peart, 1981 Acute reduction of dietary sodium to levels below 5 g (80 mmol) a day, over periods of 6 weeks or so, does not result in significant reduction of arterial pressure in mild hypertension (diastolic 90 mmHg) (Watt et al., 1983; Puska et al., 1983; Silman et al., 1983) though there is good evidence that it does so at higher levels of pressure which normally require antihypertensive drugs (MacGregor et al., 1982) . It has yet to be shown convincingly that patients find salt restriction to this level more tolerable than personalized medication. Lesser and more gradual reductions in dietary sodium, probably assisted by a gradual rise in dietary potassium, may be effective in shifting the entire distribution of arterial pressure down by a few millimetres of mercury, as suggested by Rose (1981) , and would certainly be more tolerable, but this has yet to be shown by controlled studies. If this is confirmed, effective action must lie mainly at the level ofnational dietary planning which is now almost entirely discarded by our government, despite its great effectiveness during World War II.
Thirty-two percent of 80 hypertensives currently on antihypertensive drugs in our practice had a body mass index (metric weight/height 2) _30, that is, 35% or more above ideal weight, which is the threshold for evidence of an independent effect of obesity on mortality. This was not significantly greater than the proportion in age-and sex-matched controls from the rest of our population. We are just beginning to tackle this problem systematically with the help of a dietitian, mainly through group work. Table 2 shows the proportion of smokers among known hypertensives (diastolic blood pressure_ 105 mmHg through three readings) in 1968-70 (the time of our first total population screen) and in June 1983, and the proportion of smokers in an equal, randomly sampled age-and sex-matched group of the rest of the Glyncorrwg population. The proportions of smokers found by the General Household Survey for men and women in Social Class III (skilled manual workers) in the nearest available years, are shown for comparison (Central Statistical Office, 1981) . The comparison is not exact, because the Glyncorrwg data under-represent younger age-groups.
In 1968, Glyncorrwg men had about the same smoking habits as skilled manual workers throughout Since the early 1970s, we have tried not only to record smoking habits in our whole population from 16 years upwards, but also to personalize our advice by measuring and recording other risks, chiefly oral contraception, airways obstruction, diabetes, and family history of coronary disease and lung cancer, as well as hypertension. We believe that the more trouble we take to assess risks concretely in each patient, the better chance we have that the patient will act on advice. We have tried as far as possible to extend most consultations, whatever the complaint that initiates them, to include such assessments, and from time-to-time to reinforce such advice. This means, therefore, that hypertensives are not the only group receiving special attention, and it is not surprising that there is relatively little difference between the hypertensives and others.
Multifactorial prevention of coronary heart disease
We already understand that coronary heart disease does not have a single cause, but it seems to take longer to understand that its prevention is also multifactorial. Wars are not won by single weapons, or by a single arm of service. There is so far only one example of planned action within the community to prevent coronary disease, on a sufficient scale to give conclusive results, and that is the North Karelia Project (Salonen et al., 1983) . North Karelia, the province with the highest coronary mortality in Finland in 1969, had a 24% reduction in coronary mortality at ages 35-64 years in men, and a 51% reduction in women, both more than twice as great as in other parts of Finland. There can be no reasonable doubt that this is mainly due to the planned preventive programme based within the community, integrated with primary medical care from health centres, and employing a wide range of locally recruited paramedical personnel.
We should pay particular attention to one outstanding feature of the North Karelia Project. For the first 5 years, it yielded no tangible results, in fact the decline in mortality in the province was less than in other parts of Finland, to an extent that endangered continued support for the project. This will not surprise anyone with real experience of work within communities, designed to change human behaviour. The reason most experiments in behavioural change have lasted less than 2 years is simply that most research has been undertaken by young graduates who only have funding for a year or two. It is an impertinence to expect 'change in community customs, without getting to know people well enough to understand what those customs are. Change within general practice is painful and difficult; but change without it is impossible. If health services have anything to contribute to health, we must start from where we are with the people we have. Profound changes are necessary at primary level (hospitals are largely irrelevant to this problem), but they must not be expected to lead to rapid results.
Control of hypertension in British general practice is probably better done than control of any other risk factor. Yet evidence from representative samples of GPs shows at least half our hypertensives are still not identified, half of those identified are not treated, and half of those treated are not controlled (Hart, 1982) and this picture has hardly changed since the early 1970s (Ritche and Currie, 1983) . Serious planned attacks on smoking and other risk factors have hardly even begun in British primary care, and certainly lag far behind what has been achieved for hypertension control.
The sad truth is that our strategists have no troops, and our troops have no strategy. Ideas about control of risk factors in the community have hitherto come almost entirely from hospital-based specialists, and epidemiologists with a hospital rather than a general practice background. They have the will but not the means to put their ideas into effect. General practitioners and other health workers in primary medical care inherit professional and patient expectations that base nearly everything on response to presented demand. As demand remains high and resources remain inadequate, with an average of 5 min consulting time for each visit (Buchan and Richardson, 1973) , planned search for needs has had a low priority. The techniques used at our health centre include extension of the average consultation to 8 min, another estimated average 4 min for work delegated to a practice nurse, and conversion to structured A4 records requiring a total of over 300 hr medical time. The iceberg of submerged precursor disease greatly outweighs the peak of episodic urgent demand. This fact is recognised by health strategists not personally involved in primary care, but they forget that prudent navigators do not find icebergs attractive! Few primary medical teams, already at full stretch in those areas which most need anticipatory care, are in a hurry to add to their burdens by attacking precursor states as well as endstage disease. If all GPs employed their full quota of two full-time equivalent paramedical staff for whom 70% of wage costs are reimbursed by the DHSS, instead of the present 15% or so who do so now, general practice might seriously undertake the shift to anticipatory community care which was recommended by the RCGP (1981a; b, 1983 (Rose and Marmot, 1981) . Risk factors and mortality both follow the geography of poverty and unemployment, with the worst indices in Ulster, Scotland, South Wales, and the North of England (Shaper et al., 1981) . Deaths ascribed to 'hypertensive disease' are strongly correlated with unskilled occupation and other indices of poverty (Charlton et al., 1983) , and so are deaths from stroke (Hart, 1979) . These figures relate to the days when we had only one million unemployed; what will happen to hypertension and to coronary mortality when the long-term effects of four or five million unemployed become apparent? In the upper Afan Valley we now have an unemployment rate close to 40%, and that is on the eve of a new round of pit closures. We are winning a battle in Glyncorrwg, but, so far, we are losing the war because it is not being fought.
Among those unemployed are the primary paramedical workers of the future, who could extend our present primitive primary care teams from episodic attention to demand, to the anticipatory care of the whole of each community in the new dimensions of behavioral change. That will require social courage and imagination. Until those qualities are rediscovered, we shall continue to lose.
